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Abstract
Acceptance-based depression and psychosis therapy (ADAPT), a mindfulness/acceptance-based 
behavioral activation treatment, showed clinically significant effects in the treatment of depression 
with psychosis in a previous open trial. The goal of the current study was to further test the 
feasibility of ADAPT to determine the utility of testing it in a future clinical trial, following a 
stage model of treatment development. Feasibility was determined by randomizing a small number 
of patients (N = 13) with comorbid depression and psychosis to medication treatment as usual plus 
enhanced assessment and monitoring (EAM) versus ADAPT for 4 months of outpatient treatment. 
Both conditions were deemed acceptable by patients. Differences in between-subjects effect sizes 
favored ADAPT post-treatment and were in the medium to large range for depression, 
psychosocial functioning, and experiential avoidance (ie, the target mechanism). Thus ADAPT 
shows promise for improving outcomes compared to medications alone and requires testing in a 
fully powered randomized trial.
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INTRODUCTION
Depression and psychosis frequently co-occur,1–3, and this pattern of comorbidity is 
associated with increased illness severity, functional impairment, and treatment resistance 
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compared with either disorder alone.2,4,5 Traditionally, depression with psychosis has been 
treated with medications.6 However, the limitations of psychotropic medications, including 
inadequate or incomplete response, relapse, and continued functional impairment, are well 
known.7,8 Combining medication with evidence-based psychotherapy produces clinically 
significant improvement over medications alone for severe depression and psychotic 
disorders.9,10 However, few studies have specifically focused on addressing both depression 
and psychosis in psychotherapy.
Two behavioral therapies show promise for treating depression with co-occurring psychosis. 
Behavioral activation is designated as having strong empirical support for the treatment of 
depression by the American Psychological Association11 based on meta-analyses showing 
evidence of its efficacy.11,12 The goal of behavioral activation as to increase engagement in 
functional, goal-directed, and valued activities to improve patient contact with 
environmental positive reinforcement.13 Behavioral activation has also recently shown 
promise for treating the negative symptoms of schizophrenia.14 Acceptance and 
commitment therapy is a behavioral therapy that is designed to increase psychological 
flexibility by fostering cognitive defusion, acceptance, mindfulness, self-as-context, values, 
and committed action.15 Acceptance and commitment therapy is recognized by the 
American Psychological Association as having a modest level of empirical support for the 
treatment of depression and psychosis.16,17 It is also listed as an evidence-based practice by 
the Substance Abuse and Mental Health Services Administration.18 Several meta-analyses 
have demonstrated the efficacy of acceptance and commitment therapy for a number of 
different conditions and its potential advantages compared with other psychological 
treatments.19–23 Both behavioral activation and acceptance and commitment therapy share 
similar philosophical underpinnings, making their techniques more compatible with each 
other and making it easier to integrate them.
Behavioral activation and acceptance and commitment therapy both posit that experiential 
avoidance, or the attempt to escape unwanted internal experiences (eg, thoughts and 
feelings) even when doing so causes impairment, is an important factor in the development 
and maintenance of psychopathology.24 Experiential avoidance has been implicated in 
nonpsychotic depression,25,26 and recent research also suggests similar associations with 
psychotic experiences. For example, Shawyer et al reported that experiential avoidance was 
related to depression and hallucinations in a sample of 43 patients with psychotic 
disorders.27 A study by White et al in a sample of 30 patients following a psychotic episode 
showed that the presence of experiential avoidance predicted depression and anxiety 
symptoms.28 Recent work has also shown that experiential avoidance is positively 
associated with delusional experiences such as paranoia,29,30 and that it may contribute to 
cognitive impairments in schizophrenia.31 Experiential avoidance theoretically underpins 
the experiences of both psychosis and depression by fostering preoccupation with internal 
experiences that exacerbate these symptoms.32 Thus, experiential avoidance may offer an 
efficient psychosocial treatment target in individuals prone to experiencing both depression 
and psychosis, and research in this area suggests the importance of changing avoidant-based 
coping habits.
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We initially embarked on a program of research to develop a novel psychosocial treatment 
for psychosis and depression based partly on the stage model adopted by the National 
Institutes of Health.33 In Stage 1, pilot trials are conducted to refine the treatment protocol 
and examine the feasibility and acceptability of the intervention. Stage 1a entails conducting 
an open trial. Stage 1b involves a small pilot randomized controlled trial to examine initial 
efficacy and develop methods and procedures in preparation for future testing. Stage 2 
involves conducting a full-scale randomized controlled trial to test the formal efficacy of the 
intervention, and Stage 3 examines the effectiveness of the intervention in more “real world” 
settings. However, the stage approach has been criticized in recent years for being too linear 
and rigid. Emerging treatment development models propose ways of improving this 
approach, such as increasing clarity of underlying assumptions, links with basic research, 
and attention to mechanisms of action and dissemination/implementation issues earlier in the 
process.34 Recent recommendations also have argued for a reduced focus on formal 
hypothesis testing (due to unreliability of effects in small samples) in Stage 1b studies, and 
instead have emphasized the goal of further assessing the feasibility and acceptability of 
treatments and verifying the appropriateness of the randomization procedures being used.35
Recently, White et al. conducted a pilot randomized controlled trial of a treatment based on 
acceptance and commitment therapy for addressing emotional dysfunction following a 
psychotic episode (N = 27).28 Compared with treatment as usual, acceptance and 
commitment therapy produced greater improvements in depression, negative symptoms, and 
mindfulness, and resulted in fewer crisis contacts. Although White et al focused mainly on 
patients diagnosed with primary psychotic disorders following a psychotic episode, our 
work targeted currently symptomatic patients with affective psychosis (eg, major depression 
with psychotic features). We had earlier conducted an open trial of acceptance-based 
depression and psychosis therapy (ADAPT), which integrates behavioral activation and 
acceptance and commitment therapy for psychotic depression.36 Results of the open trial 
showed large, clinically significant and sustained treatment effects on depression, psychotic 
symptoms, and psychosocial functioning, and that the processes targeted by the intervention 
(eg, experiential avoidance, behavioral activation) were associated with improvement. The 
open trial provided the initial “proof-of-concept” and suggested the utility of examining 
ADAPT further in a randomized design.
ADAPT integrates BA and ACT strategies for depressive and psychotic experiences by 
targeting underlying avoidance behaviors that often take the form of distraction from or 
excessive struggle or entanglement with these unwanted internal experiences. The focus of 
the treatment is on helping patients work on gradual behavioral changes week-by-week, 
slowly building from simple tasks (eg, getting out of bed at a designated time and attending 
to hygiene) to more complex goals (eg, looking for a job). An acceptance-based rationale for 
behavioral activation and corresponding supporting strategies are integrated throughout this 
process to help patients cope with obstacles (eg, psychotic symptoms, rumination, negative 
cognitions, traumatic memories) that may arise and make it more difficult to move forward 
and to encourage patients to choose to engage rather than avoid. Based on acceptance and 
commitment therapy, ADAPT places acceptance and behavior change in the service of 
important life changes (eg, framed to the patient as increasing willingness to experience 
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uncomfortable thoughts and feelings in the moment while pursuing valued goals). Thus, the 
focus of acceptance- and values-based behavioral activation is not on decreasing symptoms 
per se (as in traditional behavioral activation), but on improving functioning as defined by 
the person with or without symptoms.
We have found that the strategies in behavioral activation and acceptance and commitment 
therapy are complementary. A specific and reliable technology has been developed for 
behavioral activation that addresses depressive symptoms by teaching patients to conduct a 
functional analysis of behavior to identify habitual patterns of avoidance and then to replace 
those patterns with more approach-oriented alternative actions that counteract depression. 
However, behavioral activation in the context of severe depression and psychosis is often 
particularly challenging for patients due to rumination and intolerance of distress that result 
in difficulties persisting with goal-directed activities. Acceptance and commitment therapy 
teaches patients a more diverse set of coping strategies than behavioral activation that also 
target common co-occurring symptoms. For example, acceptance and commitment therapy 
teaches patients additional mindfulness and acceptance strategies to counter rumination and 
patterns of negative thinking that may impede progress toward goals. Acceptance and 
commitment therapy also reduces distress related to psychotic symptoms (via acceptance), 
teaches patients how to be less reactive to these experiences (via mindfulness), and includes 
motivational enhancements to promote commitment to goals (via clarification of values).
Consistent with the description of a contextual behavioral science approach presented by 
Hayes and colleagues,37 the study presented here was part of a larger research program 
designed to develop a principle-driven treatment, based on behavioral activation and 
acceptance and commitment therapy, targeting a cross-cutting aspect of psychological 
dysfunction (ie, experiential avoidance) that would have the ability to produce 
improvements in symptoms as well as functioning. To continue working toward this broader 
goal, the small pilot randomized controlled trial described here was a feasibility study 
designed to serve as a logical next step after the open study36 to further refine treatment 
conditions and procedures in preparation for future larger clinical trials of ADAPT. We 
randomized a small number of patients to medication treatment as usual plus ADAPT versus 
an enhanced assessment and monitoring condition (EAM). Information from the study was 
collected to help inform a “go/no go” decision concerning the utility of continued testing of 
ADAPT and expansion of this research program (eg, see Preskorn 201438 for a discussion of 
such proof of concept studies).
METHOD
Participants
Participants were randomly assigned to medication treatment as usual (mTAU) + EAM or to 
mTAU + ADAPT. Participants were recruited from a psychiatric hospital or the surrounding 
community and met the following criteria: (a) DSM-IV diagnosis of major depressive 
disorder, severe with psychotic features, or schizoaffective disorder, depressive type, as 
determined by the Structured Clinical Interview for DSM-IV (SCID-I)39; (b) current major 
depressive episode based on the SCID; (c) over 18 years of age; (d) ability to speak and read 
English sufficiently to complete study procedures; and (e) receiving concurrent 
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pharmacotherapy provided by a clinician in the community. Exclusion criteria were: (a) 
bipolar disorder or (b) pregnancy due to contraindications for medication use in this 
population.
Medication Treatment as Usual + Enhanced Assessment and Monitoring
All patients were receiving pharmacotherapy provided by a community treatment provider, 
which typically involved antidepressant and antipsychotic medications, as well as other 
medications as appropriate. Pharmacotherapy was unrestricted, and the specific choice of 
medications and schedule of contacts were determined by the provider and patient. mTAU 
was chosen because it is currently considered the first-line treatment for depression with 
psychosis.40 We were therefore interested in assessing the additional effects of ADAPT as a 
logical first step in assessing the potential benefits of the therapy.
Given the severity of symptoms in the sample, we enhanced TAU in the comparison 
condition to minimize differential expectations for improvement between conditions and to 
ensure ethical care. Research suggests that systematic assessment and feedback to clinicians 
can improve treatment outcomes.41 After obtaining patient consent, brief feedback letters 
were mailed to the medication providers of patients assigned to EAM after each study 
assessment. Study assessments were conducted at baseline, post-treatment, and at 3 month 
follow-up, with a total of 3 letters sent to providers as part of EAM. The letters included 
information on the patient’s symptoms and functioning derived from the assessments to aid 
in treatment planning. If significant suicide risk or clinical deterioration was detected, this 
information was also provided in the standard letter, and communicated to the clinician 
immediately by phone if imminent risk was identified. We also provided additional referrals 
for treatment and community resources as needed to patients at the time of study 
assessments.
Medication Treatment as Usual + Acceptance-Based Depression and Psychosis Therapy
Patients receiving ADAPT also received mTAU in the form of pharmacotherapy provided 
by a community treatment provider similar to that received by patients in the comparison 
condition. Readers are referred to the report of our previous open trial for a more detailed 
description of ADAPT.36 The original protocol used in the open trial involved 24 sessions 
over 6 months, but it was reduced to 16 sessions over 4 months in this study to improve the 
feasibility of implementation and to test the effects of a shortened protocol. The same 
overall content was delivered. Phase 1 (2 sessions) was focused on rapport building and 
included clarification of values and goals. The Valued Living Questionnaire42 was 
administered and discrepancies between values and actions were discussed. The therapist 
helped the patient identify relevant values and develop initial short-term goals to work on 
during treatment. Phase 2 (6 sessions) introduced behavioral activation skills, including a 
functional analysis of avoidance behaviors including experiential avoidance, and fostered 
values-consistent activation strategies (in contrast to the simple scheduling of pleasant 
events typical of traditional behavioral activation). The commonly used TRAP (trigger-
response-avoidance pattern) and TRAC (trigger-response-alternative coping) models from 
behavioral activation13 were used to teach patients how to identify avoidance behaviors 
based on functional analysis and to engage in action-oriented coping strategies instead. 
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Phase 3 (6 sessions) focused on developing mindfulness and acceptance skills to support 
values-consistent efforts to achieve change. Strategies included metaphors and experiential 
exercises that are commonly used in acceptance and commitment therapy15 to target 
processes such as cognitive defusion, willingness, present moment awareness, self-as 
context, and committed action. Phase 4 (2 sessions) focused on relapse prevention and 
successful treatment termination/transition. In this phase, the focus was on reviewing 
progress, continuing to clarify important life values, and developing longer term goals to 
continue to work toward these values posttreatment. Referrals for additional treatment were 
provided when needed.
Measures
At baseline, the mood and psychotic disorder sections of the SCID-I were administered to 
generate the patient’s Axis I diagnosis or diagnoses. 39 Participants also completed several 
additional measures. The Quick Inventory of Depressive Symptomatology-Clinician (QIDS-
C) is a 16-item interviewer-rated scale that is reliable and valid for assessing severity of 
depression.43 Severity ranges on the QIDS-C are 0–5 = none, 6–10 = mild, 11–15 = 
moderate, 16–20 = severe, and 21–27 = very severe. The Brief Psychiatric Rating Scale 
(BPRS)44 is an interview-rated scale that is a widely used outcome scale that assesses 
symptom severity. The BPRS Psychosis Subscale (thought disturbance, 4-items) was used in 
this study. 45 Mueser et al reported a mean total score on the BPRS Psychosis Subscale of 
8.4 in a sample of 528 individuals with schizophrenia after stabilization following an acute 
exacerbation.46 The brief version of the World Health Organization Disability Assessment 
Schedule (WHODAS-II) 47,48 is a 12-item self-report measure that has evidence of 
reliability and validity for assessing various aspects of psychosocial and physical disability. 
A score of 10 or above indicates significant functional impairment. The Acceptance and 
Action Questionnaire-II (AAQ-II) is a 7-item, validated self-report measure of experiential 
avoidance/psychological inflexibility.49 The clinical cutoff for the AAQ-II is a score above 
28, indicating higher levels of psychopathology. The Behavioral Activation for Depression 
Scale (BADS) is a 25-item validated self-report measure of activation and withdrawal 
related to depression.50 The Credibility and Expectancy Scale (CES) is a self-report measure 
of patients’ initial expectations for improvement from treatment.51 The CES was 
administered after the treatment rationale was explained to participants in each condition. 
This occurred after the baseline assessment for patients assigned to EAM and after session 1 
for patients assigned to ADAPT. The Client Satisfaction Questionnaire-8 (CSQ-8) is an 8-
item self-report measure that reflects respondents’ satisfaction with services.52
Procedure
Patients were recruited from a local psychiatric hospital or outpatient clinic. Referrals were 
obtained from the treating clinicians and through the review of electronic medical records 
after obtaining a HIPAA waiver for this purpose. After obtaining permission from the 
patient’s treating clinician, a research assistant approached the patient on the hospital unit or 
by phone (if an outpatient) to describe the study. If the patient was potentially interested in 
participating, the purpose, risks, and benefits of the study were explained and informed 
consent was obtained using procedures approved by the Institutional Review Board of 
Butler Hospital. Assessments were conducted at pretreatment, posttreatment (4 months after 
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the baseline assessment), and follow-up (7 months after baseline). Interviewers were trained 
to administer measures until acceptable interrater reliability (> 0.80) was achieved. 
Posttreatment interviewers were kept blind to the patient’s condition. Patients were 
compensated $50 for the baseline assessment and $25 for each follow-up assessment. 
Patients were randomized to conditions using an urn randomization computer program that 
balanced for gender and recruitment setting. Urn randomization (also known as an adaptive 
“biased-coin” design) is a technique that randomly assigns patients of a given subgroup to 
conditions, but systematically biases the randomization in favor of balance among the 
different conditions on the selected variables.53
Patients were not assigned to therapists randomly but instead based on availability. The lead 
author (BG) and creator of ADAPT treated 1 patient in the study for treatment development 
purposes. The remaining participants were treated by 3 study therapists who were initially 
trained in the treatment manual by the lead author, and whose sessions were recorded and 
regularly reviewed to ensure treatment integrity. These therapists had doctoral degrees in 
clinical psychology and previous training in traditional cognitive-behavioral therapy for 
depression, including behavioral activation. One of the therapists also had some previous 
training and experience implementing interventions based on acceptance and commitment 
therapy for nonpsychotic populations. Formal treatment integrity was assessed using a rating 
instrument developed from the ADAPT treatment manual54 that assessed consistent (eg, use 
of acceptance and commitment therapy metaphors and exercises, values-consistent 
behavioral activation, functional analysis of avoidance behaviors) versus inconsistent (eg, 
cognitive restructuring, pleasant events scheduling) strategies, as well as the general 
characteristics of effective psychotherapy (eg, rapport building, therapeutic alliance) based 
on similarly developed measures (see, for example, Forman et al 200755). Approximately 
10% of session recordings of the other study therapists were randomly selected and rated by 
the lead author. Overall treatment integrity was high, with an average of 93.9% of sessions 
found to be adherent to the specific components of the protocol and no sessions rated as 
containing significant amounts of non-ADAPT content. Furthermore, the mean competence 
rating per session was 5.42 (SD = 0.24), on a scale from 0 = poor to 6 = excellent, 
suggesting that study therapists were able to reliably and proficiently follow the protocol.
Statistical Analyses
The primary aim of this study was to establish the acceptability and feasibility of testing 
ADAPT in a subsequent fully powered clinical trial, rather than to power this study for 
certain p values. Given the small sample size, the data being collected were best able to 
inform issues of feasibility, acceptability, and the potential clinical significance of the 
effects of ADAPT, which could then be investigated more fully in future studies. We 
assessed feasibility by examining the available recruitment pool of subjects based on our 
selection criteria and the ability of therapists to learn and deliver the treatment. Acceptability 
was assessed through measures of patient satisfaction with treatment, retention rates 
throughout the study, and completion of study assessments. Baseline differences between 
conditions were examined in a preliminary manner using nonparametric tests. The potential 
effects of ADAPT were examined on various measures of symptoms (eg, depression, 
psychosis), overall psychosocial functioning, and potential mediators of change targeted by 
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ADAPT (eg, experiential avoidance). Based on the previous open trial, 36 medium to large 
effects were expected. Given the small sample size, we report Cohen’s d effect sizes when 
interpreting outcomes, as well as the Reliable Change Index56 to supplement analyses with 
the corresponding odds ratio between groups. We recognize that there is significant 
variability among these effect sizes and that percentages reported are based on a small 
sample; thus, these findings should be interpreted cautiously. Results are reported for 
completers only and for intention-to-treat (ITT) samples (carrying forward the last 
observation or “worst case” analysis) to examine the consistency of the results.
RESULTS
Sample Characteristics
Of the 38 patients who were initially consented into the study, 20 did not complete baseline 
assessments because we were unable to contact them following hospital discharge. Eighteen 
patients completed baseline assessments to determine eligibility, 13 of whom met eligibility 
criteria and 5 of whom did not (mainly due to incorrect diagnosis or insufficient depression 
severity at the time of assessment). The 13 eligible patients were randomized to EAM (n = 
7) or ADAPT (n = 6).
Demographic and clinical characteristics of the sample are shown in Table 1. Participants 
had a mean age of 50 years (SD = 17.0) and 14 years (SD = 2.5) of education. A total of 
54% (n = 7) were female, 15% were Hispanic (n = 2), 33% were married (n = 4), and 33% 
(n = 4) had a household income less than $30,000 per year. Regarding psychotic symptoms, 
85% (n = 11) had hallucinations and 69% (n = 9) had delusions at baseline. A total of 85% 
(n = 11) had a diagnosis of major depressive disorder with psychotic features and 15% (n = 
2) were diagnosed with schizoaffective disorder, depressive type. One patient (8%) was 
recruited from an outpatient setting, with the remaining recruited during a psychiatric 
hospitalization. A total of 62% (n = 8) of the sample reported a past suicide attempt and 69% 
(n = 9) had a past inpatient hospitalization. The average number of suicide attempts and past 
hospitalizations was 1.5 (SD = 1.6) and 3.2 (SD = 7.0), respectively. A total of 85% (n = 11) 
of the sample had a comorbid diagnosis: 62% (n = 8) had an anxiety disorder, 15% (n = 2) 
had a substance use disorder, 15% (n = 2) had a personality disorder, and 23% (n = 3) had 
an eating disorder.
Four patients dropped out prior to the posttreatment assessment: 3 (43%) in the group 
randomized to EAM and 1 (17%) in the group assigned to ADAPT (P = 0.56). The 1 patient 
who dropped out of ADAPT started treatment, but then withdrew without explanation after a 
few sessions. One patient dropped out of EAM after reporting that the assessments made 
him feel worse; the 2 others could not be reached to ascertain their reasons for withdrawal. 
Two patients who completed the posttreatment assessment failed to complete the follow-up 
for unknown reasons as they could not be reached: no patients were lost to follow-up in the 
EAM group versus 2 of the 5 remaining patients (40%) in the ADAPT group (P = 0.44).
Patients assigned to the ADAPT condition completed an average of 11.3 (SD = 5.1) 
sessions. Although we did not collect detailed information on dosages, all patients (n = 13) 
were prescribed an antidepressant medication and 92% (n = 12) were prescribed 
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antipsychotic medication at baseline. Among the treatment completers, at the posttreatment 
assessment, 100% of patients (n = 9) were prescribed antidepressant medication and 78% (n 
= 7) were prescribed antipsychotic medication. At the posttreatment assessment, all patients 
(100%) self-reported good adherence to their primary psychiatric medications (ie, missing 
no more than 1–2 doses in the previous month).
Treatment Outcomes
Visual examination of baseline scores indicated similar demographic characteristics and 
severity of symptoms between the two treatment conditions, and no significant differences 
were identified using nonparametric tests (Table 2). Results from the CES at baseline 
indicated that the EAM group had a mean of 34.0 (SD = 11.1) and the ADAPT group had a 
mean of 44.0 (SD = 4.4), representing a large effect size difference (d = 1.18), z = −1.81, P = 
0.069. The average total score on the CSQ-8 at post-assessment was 25.5 (SD = 3) for the 
EAM group versus 29.5 (SD = 2.4) for the ADAPT group, out of a possible total score of 32, 
which represents a large effect (d = 1.47), z = −1.75, P =0.080. These results indicate that 
treatment expectations and overall satisfaction were relatively high in both groups, but 
somewhat better in the group randomized to ADAPT.
Treatment outcomes for the completers and ITT samples are reported in Table 2 for 
comparison purposes. Between-subjects effect sizes at posttreatment ranged from small to 
large, but all favored the ADAPT condition. Between group differences were large for 
depressive symptoms (QIDS-C) and psychosocial functioning (WHODAS-II) and small for 
psychotic symptoms (BPRS-Psychosis). Differences in experiential avoidance (AAQ-II) 
were in the medium to large range and changes in behavioral activation (BADS) were in the 
small range at posttreatment. Figures 1 and 2 show the pre and post results for the QIDS-C 
(primary outcome) and AAQ-II (potential target mechanism), respectively, with relevant 
cutoff scores noted for the ITT sample. Given the smaller sample size for the follow-up 
assessments, we conservatively report only the descriptive statistics in Table 2; although 
visual inspection suggests maintenance of treatment gains.
Given the small sample size, we also report clinically significant changes from pre- to 
posttreatment on an individual level. Patients achieving clinical significant improvement 
were assessed using the Reliable Change Index (RCI), which takes into account the 
reliability of an instrument to determine if treatment gains exceed the error attributable to 
measurement.56 In contrast, reliable clinical deterioration is demonstrated when scores show 
worsening over time by exceeding the RCI value in the opposite direction. When calculating 
RCIs, interrater reliability estimates from our own research group were used for the QIDS-
C, with intraclass correlation coefficient (ICC) = 0.93, and for the BPRS, with ICC = 0.95, 
as is appropriate for interviewer-rated measures. Furthermore, internal consistency reliability 
estimates from the current sample were used when calculating RCI for the self-report 
measures: WHODAS-II (functioning) α = 0.81, AAQ-II (experiential avoidance) α = 0.87, 
and BADS α = 0.81 (behavioral activation). Traditionally, test-retest reliabilities are used for 
calculating RCI when available. However, since such reliabilities were not consistently 
available for the measures used in this study derived from similar clinical samples, other 
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estimates such as internal consistency can be substituted where appropriate (eg, see 
Jacobson et al 198458).
For the QIDS-C, 50% (n = 3/6) of those in the ADAPT condition compared with 29% (n = 
2/7) of those in the EAM condition met criteria for reliable change at post-treatment, odds 
ratio (OR) = 2.5 (95% confidence interval [CI] = 0.3–24.7). For the BPRS-Psychosis 
subscale, reliable change at posttreatment was ADAPT = 67% (n = 4/6) vs EAM = 43% (n = 
3/7), OR = 2.7 (95% CI = 0.3–25.6). For the AAQ-II, 50% (n = 3/6) met criteria for reliable 
change in the ADAPT condition compared with 14% (n = 1/7) in the EAM condition at 
post-treatment, OR = 6.0 (95% CI = 0.4–85.3). A total of 33% (n = 2/6) met criteria for 
reliable change on the WHODAS-II in the ADAPT condition versus 14% (n = 1/7) in the 
EAM condition at post-treatment, OR = 3.0 (95% CI = 0.2–45.2). Finally, 33% (n = 2/6) met 
criteria for reliable change on the BADS in the ADAPT condition versus 14% (n = 1/7) in 
the EAM condition at post-treatment, OR = 3.0 (95% CI = 0.2–45.2). Overall, there was 
very little evidence of clinically significant worsening of symptoms over time in the sample. 
Reliable worsening based on the RCI was demonstrated in one patient (16%) in the ADAPT 
condition and one patient (14%) in the EAM condition from pre to post assessment on the 
AAQ-II only.
DISCUSSION
This randomized controlled pilot trial examined the feasibility, acceptability, and potential 
efficacy of ADAPT for patients with depression and psychosis. We were able to recruit 
patients with comorbid depression and psychosis in the study as planned. However, due to 
the often quick and unexpected discharge from the psychiatric hospital where patients were 
initially recruited, some participants failed to follow through with the baseline assessment to 
determine eligibility. Therefore, identifying further ways of streamlining this process and 
reducing assessment burden might help to improve retention in future trials. Overall, we 
observed a 31% posttreatment attrition rate among those randomized to treatment, which 
was within expected margins (eg, see Swift and Greenberg 201259). We were also able to 
train 3 study therapists in the new therapy protocol and overall treatment integrity was high 
in the study. Furthermore, ADAPT showed considerable promise in terms of patient-rated 
credibility and acceptability. The comparison condition (EAM) also appeared to be 
acceptable and feasible for most patients, although ratings of expectancies for improvement 
and treatment satisfaction appeared to be greater for ADAPT. Therefore, additional methods 
of improving engagement in EAM should be considered for future studies, or EAM could be 
augmented by additional strategies (eg, supportive therapy or psychoeducation).
Moreover, patients demonstrated improvements during ADAPT that were large for 
depressive symptoms compared with those seen in the EAM group. Previous studies in 
nonpsychotic depression have also shown greater benefits for combined treatment over 
medication alone.9 Similar reductions in the severity of positive psychotic symptoms were 
seen in both the ADAPT and EAM conditions, which could have resulted from a “floor 
effect” on this measure. These findings are consistent with previous studies of acceptance 
and commitment therapy for psychosis. A recent meta-analysis of mindfulness/acceptance 
interventions for psychosis showed that these treatments are most effective for distress 
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related to psychosis and negative or affective symptoms.60,61 It has increasingly been 
recognized that an individual’s relationship or response to a psychotic symptom is more 
important than its frequency.62 In accordance with the aim of ADAPT, the improvements 
observed in psychosocial functioning are particularly promising in this population. 
Furthermore, the processes targeted by the intervention, especially experiential avoidance, 
appeared to show changes consistent with those observed in the ADAPT open trial36 and 
previous studies of acceptance and commitment therapy for psychosis.63 Given our ability to 
identify a “signal” for the efficacy of our intervention on clinical outcomes (eg, depression 
severity) and to successfully engage our target treatment mechanism (eg, experiential 
avoidance), results of this pilot study suggest that a full-scale clinical trial of ADAPT is 
warranted.
Some important differences between this study and the previous open trial of ADAPT36 
should be noted. As discussed earlier, the treatment phase in the open trial was 6 months, 
whereas it was 4 months in this study, which could have affected the overall magnitude of 
effects. With regard to other differences, the sample in the previous study was comprised 
entirely of patients with major depression with psychotic features. In this study, we 
expanded our selection criteria to include patients with primary psychotic disorders with 
significant co-occurring depression. Although our sample was small, it should be noted that 
only 1 patient in each condition was diagnosed with schizoaffective disorder. Age was 
similar across the samples in the two studies, but a greater percentage of women were 
included in the open trial than in this pilot randomized controlled trial (86% vs 54%, 
respectively). In addition, ratings of treatment expectations and treatment satisfaction in this 
study were similar to those in the previous open trial of ADAPT. Although the severity of 
psychosis at baseline was similar in the two trials, it should be noted that the severity of 
depression at baseline was somewhat higher in the sample treated in the previous open trial 
(eg, QIDS-C mean score = 21.1, SD = 3.3).36 It is difficult to compare effect sizes across 
studies due to the small sample sizes and the lack of a comparison group in the previous 
open trial. Although the overall magnitude of changes was similar across studies, effects 
appeared to be somewhat attenuated on certain measures (eg, BADS) in the trial described 
here, which may possibly have been related to the changes in the study design and sample 
composition discussed above. However, only a future large-scale randomized controlled trial 
will be able to establish the true effects of ADAPT, given the error variance found in effect 
sizes derived from small samples.
The strengths of this study included the use of a randomized design, high treatment integrity, 
and blinded assessments. A weakness of this study was the small sample size, which limited 
our ability to conduct formal statistical testing. Confidence intervals around the effect sizes 
were large, precluding definitive conclusions about the efficacy of ADAPT; however, it is 
important to emphasize that this was not the aim of this study. In addition, the EAM 
comparison group did not fully control for several nonspecific treatment factors, including 
expectations for improvement, and the greater time and attention provided in the ADAPT 
condition. Therefore, the specific efficacy of ADAPT is unknown at this point. A number of 
patients we initially screened for the study were not eligible based on our specified selection 
criteria. This points to the high degree of patient heterogeneity in our clinical population, 
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and future research should further explore the need to adapt treatment for perhaps even a 
broader range of presentations. Compared with outpatient settings, we had the greatest 
success recruiting patients from psychiatric hospital where more acutely ill individuals with 
active psychotic and depressive symptoms are likely to be found. Although we collected 3-
month follow-up data, and visual examination of means suggested that post-treatment 
improvements were at least maintained, the reduced sample size was too small to draw 
definitive conclusions about long-term effects and retention was suboptimal. Finally, 
medication treatments were unstandardized and could have affected group differences in 
undetected ways.
CONCLUSION
The results of the study described here are consistent with previous studies showing the 
benefits of psychotherapy in addition to medications for severe depression and psychotic 
disorders. The clinical population with comorbid depression and psychosis is challenging 
and often exhibits multiple problems, including suicidality and severe functional 
impairment. Thus, it is important for therapists to carefully assess the needs of each patient 
and tailor the intervention for the various clinical problems that are present. It is also 
important to pace the intervention appropriately, so that one does not overwhelm the patient 
or disrupt the therapeutic alliance. Although ADAPT was delivered in a structured fashion 
based on a treatment manual, flexibility was built into the protocol so that it could be 
modified based on the specific clinical presentation and needs of the patient. For example, 
therapists were instructed to select the acceptance and commitment therapy strategies that 
were most relevant and applicable for the person and they were not restricted to only using 
certain metaphors or experiential exercises. The therapists also conducted a functional 
analysis of symptoms based on individual patient factors. Furthermore, behavioral activation 
strategies were applied to the individualized goals and personal values that were elicited 
from the patient based on his or her particular clinical presentation and life situation. A 
detailed discussion of the use of acceptance/mindfulness-based clinical approaches for 
psychosis is available elsewhere.64,65
As with behavioral activation and acceptance and commitment therapy, ADAPT offers an 
alternative perspective for the treatment of psychosis and depression. This intervention 
focuses less on symptom reduction and more on living a values-consistent life, with support 
for re-engaging with activities that improve functioning. The medication treatments that 
patients receive for depression and psychosis often reduce symptoms to some degree, but 
they can also produce unintended effects that have a negative impact on functioning.66–69 
Psychosocial treatments have been shown to reduce future relapses in depression70 and 
psychosis.71 Future research should investigate how adjunctive psychosocial interventions 
such as ADAPT can be used to support longer term recovery in this population.
Acknowledgments
Source of Funding
This work was supported by a grant from the National Institute of Mental Health (K23-MH076937) awarded to Dr. 
Gaudiano.
Gaudiano et al. Page 12














1. Coryell W, Pfohl B, Zimmerman M. The clinical and neuroendocrine features of psychotic 
depression. J Nerv Ment Dis. 1984; 172:521–528. [PubMed: 6470694] 
2. Gaudiano BA, Dalrymple KL, Zimmerman M. Prevalence and clinical characteristics of psychotic 
versus nonpsychotic major depression in a general psychiatric outpatient clinic. Depress Anxiety. 
2009; 26:54–64. [PubMed: 18781658] 
3. Hafner H. Schizophrenia and depression. European Arch Psychiatry Clin Neurosci. 2005; 255:157–
158. [PubMed: 15995898] 
4. Coryell W, Leon A, Winokur G, et al. Importance of psychotic features to long-term course in major 
depressive disorder. Am J Psychiatry. 1996; 153:483–489. [PubMed: 8599395] 
5. Gaudiano BA, Young D, Chelminski I, et al. Depressive symptom profiles and severity patterns in 
outpatients with psychotic versus nonpsychotic major depression. Compr Psychiatry. 2008; 49:421–
429. [PubMed: 18702928] 
6. Schatzberg A. New approaches to managing psychotic depression. J Clin Psychiatry. 2003; 64:19–
23. [PubMed: 12625801] 
7. Tarrier N, Barrowclough C, Bamrah J. Prodromal signs of relapse in schizophrenia. Soc Psychiatry 
Psychiatr Epidemiol. 1991; 26:157–161. [PubMed: 1948295] 
8. Rothschild AJ, Duval SE. How long should patients with psychotic depression stay on the 
antipsychotic medication? J Clin Psychiatry. 2003; 64:390–396. [PubMed: 12716238] 
9. Friedman M, Detweiler-Bedell J, Leventhal H, et al. Combined psychotherapy and pharmacotherapy 
for the treatment of major depressive disorder. Clin Psychol Sci Pract. 2004; 11:47–68.
10. Wykes T, Steel C, Everitt B, et al. Cognitive behavior therapy for schizophrenia: effect sizes, 
clinical models, and methodological rigor. Schizophr Bull. 2008; 34:523–537. [PubMed: 
17962231] 
11. Society of Clinical Psychology, American Psychological Association, Division 12. [accessed May 
27, 2015] Behavior therapy/behavioral activation for depression. Available at www.div12.org/
PsychologicalTreatments/treatments/depression_behavior.html
12. Cuijpers P, van Straten A, Warmerdam L. Behavioral activation treatments of depression: a meta-
analysis. Clin Psychol Rev. 2007; 27:318–326. [PubMed: 17184887] 
13. Martell, C.; Addis, M.; Jacobson, N. Depression in Context: Strategies for Guided Action. New 
York: Guilford; 2001. 
14. Mairs H, Lovell K, Campbell M, et al. Development and pilot investigation of behavioral 
activation for negative symptoms. Behav Modif. 2011; 35:486–506. [PubMed: 21746764] 
15. Hayes, SC.; Strosahl, KD.; Wilson, KG. Acceptance and Commitment Therapy: The Process and 
Practice of Mindful Change. 2. New York: Guilford; 2012. 
16. Society of Clinical Psychology, American Psychological Association, Division 12. [accessed May 
27, 2015] Acceptance and commitment therapy for depression. Available at www.div12.org/
PsychologicalTreatments/treatments/depression_acceptance.html
17. Society of Clinical Psychology, American Psychological Association, Division 12. [accessed May 
27, 2015] Acceptance and commitment therapy for psychosis. Available at www.div12.org/
PsychologicalTreatments/treatments/schizophrenia_acceptance.html
18. Substance Abuse and Mental Health Services Administration National Evidence-based Registry of 
Programs and Practices. [accessed May 27, 2015] Acceptance and commitment therapy (ACT). 
Available at www.nrepp.samhsa.gov/ViewIntervention.aspx?id=191
19. Powers MB, Zum Vörde Sive Vörding MB, Emmelkamp PM. Acceptance and commitment 
therapy: A meta-analytic review. Psychotherapy and Psychosomatics. 2009; 78:73–80. [PubMed: 
19142046] 
20. Hayes SC, Luoma JB, Bond FW, et al. Acceptance and commitment therapy: Model, processes and 
outcomes. Behav Res Ther. 2006; 44:1–25. [PubMed: 16300724] 
21. Öst LG. Efficacy of the third wave of behavioral therapies: A systematic review and meta-analysis. 
Behav Res Ther. 2008; 46:296–321. [PubMed: 18258216] 
Gaudiano et al. Page 13













22. A-Tjak JG, Davis ML, Morina N, et al. A meta-analysis of the efficacy of acceptance and 
commitment therapy for clinically relevant mental and physical health problems. Psychother 
Psychosom. 2014; 84:30–36. [PubMed: 25547522] 
23. Ruiz F. Acceptance and commitment therapy versus traditional cognitive behavioral therapy: a 
systematic review and meta-analysis of current empirical evidence. International Journal of 
Psychology & Psychological Therapy. 2012; 12:333–357.
24. Hayes SC, Strosahl KD, Wilson KG, et al. Measuring experiential avoidance: A preliminary test of 
a working model. Psychol Rec. 2004; 54:553–578.
25. Kashdan TB, Barrios V, Forsyth JP, et al. Experiential avoidance as a generalized psychological 
vulnerability: comparisons with coping and emotion regulation strategies. Behav Res Ther. 2006; 
44:1301–1320. [PubMed: 16321362] 
26. Tull MT, Gratz KL, Salters K, et al. The role of experiential avoidance in posttraumatic stress 
symptoms and symptoms of depression, anxiety, and somatization. J Nerv Ment Dis. 2004; 
192:754–761. [PubMed: 15505519] 
27. Shawyer F, Ratcliff K, Mackinnon A, et al. The Voices Acceptance and Action Scale (VAAS): 
Pilot data. J Clin Psychol. 2007; 63:593–606. [PubMed: 17457846] 
28. White RG, Gumley A, McTaggart J, et al. A feasibility study of acceptance and commitment 
therapy for emotional dysfunction following psychosis. Behav Res Ther. 2011; 49:901–907. 
[PubMed: 21975193] 
29. Goldstone E, Farhall J, Ong B. Life hassles, experiential avoidance and distressing delusional 
experiences. Behav Res The. 2011; 49:260–266.
30. Udachina A, Thewissen V, Myin-Germeys I, et al. Understanding the relationships between self-
esteem, experiential avoidance, and paranoia: structural equation modelling and experience 
sampling studies. J Nerv Ment Dis. 2009; 197:661–668. [PubMed: 19752645] 
31. Villatte M, Monestes JL, McHugh L, et al. Adopting the perspective of another in belief 
attribution: contribution of relational frame theory to the understanding of impairments in 
schizophrenia. J Behav Ther Exp Psychiatry. 2010; 41:125–134. [PubMed: 20034611] 
32. Thomas N, Ribaux D, Phillips LJ. Rumination, depressive symptoms and awareness of illness in 
schizophrenia. Behav Cogn Psychother. 2014; 42:143–155. [PubMed: 23137678] 
33. Rounsaville BJ, Carroll KM, Onken LS. A stage model of behavioral therapies research: Getting 
started and moving on from Stage I. Clin Psychol Sci Pract. 2001; 8:133–142.
34. Hayes SC, Long DM, Levin ME, et al. Treatment development: Can we find a better way? Clin 
Psychol Rev. 2013; 33:870–882. [PubMed: 23647855] 
35. Kraemer HC, Mintz J, Noda A, et al. Caution regarding the use of pilot studies to guide power 
calculations for study proposals. Arch Gen Psychiatry. 2006; 63:484–489. [PubMed: 16651505] 
36. Gaudiano BA, Nowlan K, Brown LA, et al. An open trial of a new acceptance-based behavioral 
treatment for major depression with psychotic features. Behav Modif. 2013; 37:324–355. 
[PubMed: 23223385] 
37. Hayes SC, Barnes-Holmes D, Wilson KG. Contextual behavioral science: creating a science more 
adequate to the challenge of the human condition. J Contextual Behav Sci. 2012; 1:1–16.
38. Preskorn SH. The role of proof of concept (POC) studies in drug development using the EVP-6124 
POC study as an example. J Psychiatr Pract. 2014; 20:59–60. [PubMed: 24419310] 
39. First, M.; Spitzer, R.; Gibbon, M., et al. Structured Clinical Interview for DSM-IV-TR Axis I 
Disorders, Research Version, Patient Edition. (SCID-I/P). New York: Biometrics Research, New 
York State Psychiatric Institute; 2002. 
40. Meyers BS, Flint AJ, Rothschild AJ, et al. A double-blind randomized controlled trial of 
olanzapine plus sertraline vs olanzapine plus placebo for psychotic depression: the study of 
pharmacotherapy of psychotic depression (STOP-PD). Arch Gen Psychiatry. 2009; 66:838–847. 
[PubMed: 19652123] 
41. Yeung AS, Jing Y, Brenneman SK, et al. Clinical outcomes in measurement-based treatment 
(Comet): a trial of depression monitoring and feedback to primary care physicians. Depress 
Anxiety. 2012; 29:865–873. [PubMed: 22807244] 
42. Wilson KG, Sandoz EK, Kitchens J, et al. The Valued Living Questionnaire: defining and 
measuring valued action within a behavioral framework. Psychol Rec. 2010; 60:249–272.
Gaudiano et al. Page 14













43. Rush AJ, Carmody TJ, Ibrahim HM, et al. Comparison of self-report and clinician ratings on two 
inventories of depressive symptomatology. Psychiatr Serv. 2006; 57:829–837. [PubMed: 
16754760] 
44. Overall JE, Gorham DR. The Brief Psychiatric Rating Scale (BPRS): recent developments in 
ascertainment and scaling. Psychopharm Bull. 1988; 24:97–99.
45. Mueser KT, Curran PJ, McHugo GJ. Factor structure of the Brief Psychiatric Ratiing Scale in 
schizophrenia. Psychol Assess. 1997; 9:196–204.
46. Mueser KT, Salyers MP, Mueser PR. A prospective analysis of work in schizophrenia. Schizophr 
Bull. 2001; 27:281–296. [PubMed: 11354595] 
47. Rehm J, Ustun TB, Saxena S, et al. On the development and psychometric testing of the WHO 
screening instrument to assess disablement in the general population. Internat J Method Psychiatr 
Res. 1999; 8:110–122.
48. Andrews G, Kemp A, Sunderland M, et al. Normative data for the 12 item WHO Disability 
Assessment Schedule 2.0. PloS One. 2009; 4:e8343. [PubMed: 20020047] 
49. Bond FW, Hayes SC, Baer RA, et al. Preliminary psychometric properties of the Acceptance and 
Action Questionnaire-II: a revised measure of psychological inflexibility and experiential 
avoidance. Behav Ther. 2011; 42:676–688. [PubMed: 22035996] 
50. Kanter JW, Mulick PS, Busch AMB, et al. The Behavioral Activation for Depression Scale 
(BADS): psychometric properties and factor structure. J Psychopathol Behav Assess. 2006; 
29:191–202.
51. Devilly GJ, Borkovec TD. Psychometric properties of the credibility/expectancy questionnaire. J 
Behav Ther Exp Psychiatry. 2000; 31:73–86. [PubMed: 11132119] 
52. Larsen D, Attkisson C, Hargreaves W, et al. Assessment of client/patient satisfaction: development 
of a general scale. Eval Prog Planning. 1979; 2:197–207.
53. Wei LJ. An application of an urn model to the design of sequential controlled clinical trials. J 
Amer Stat Assoc. 1978; 73:559–563.
54. Gaudiano, BA. Treatment Manual for Acceptance-Based Depression and Psychosis Therapy. 
Providence, RI: Butler Hospital and Brown Medical School; 2010. unpublished manuscript
55. Forman EM, Herbert JD, Moitra E, et al. A randomized controlled effectiveness trial of acceptance 
and commitment therapy and cognitive therapy for anxiety and depression. Behav Modif. 2007; 
31:772–799. [PubMed: 17932235] 
56. Jacobson NS, Truax P. Clinical significance: a statistical approach to defining meaningful change 
in psychotherapy research. J Consult Clin Psychol. 1991; 59:12–19. [PubMed: 2002127] 
57. Cohen, J. Statistical Power Analysis for the Behavioral Sciences. New Jersey: Lawrence Erlbaum 
Associates; 1988. 
58. Jacobson NS, Follette WC, Revenstorf D, et al. Variability in outcome and clinical significance of 
behavioral marital therapy: a re-analysis of outcome. J Consult Clin Psychol. 1984; 52:497–504. 
[PubMed: 6470276] 
59. Swift JK, Greenberg RP. Premature discontinuation in adult psychotherapy: a meta-analysis. J 
Consult Clin Psychol. 2012; 80:547–559. [PubMed: 22506792] 
60. Khoury B, Lecomte T, Gaudiano BA, et al. Mindfulness interventions for psychosis: a meta-
analysis. Schizophr Res. 2013; 150:176–184. [PubMed: 23954146] 
61. Gaudiano BA, Herbert JD. Acute treatment of inpatients with psychotic symptoms using 
acceptance and commitment therapy: pilot results. Behav Res Ther. 2006; 44:415–437. [PubMed: 
15893293] 
62. Gaudiano BA, Herbert JD, Hayes SC. Is it the symptom or the relation to it? Investigating potential 
mediators of change in acceptance and commitment therapy for psychosis. Behav Ther. 2010; 
41:543–554. [PubMed: 21035617] 
63. Bach P, Gaudiano BA, Hayes SC, et al. Acceptance and commitment therapy for psychosis: intent 
to treat, hospitalization outcome and mediation by believability. Psychosis: Psychological, Social 
and Integrative Approaches. 2013; 5:166–174.
64. Morris, E.; Johns, L.; Oliver, J., editors. Acceptance and Commitment Therapy and Mindfulness 
for Psychosis. Oxford: Wiley-Blackwell; 2013. 
Gaudiano et al. Page 15













65. Gaudiano, BA. Brief acceptance and commitment therapy for the acute treatment of hospitalized 
patients with psychosis. In: Steel, C., editor. CBT for Schizophrenia: Evidence based Interventions 
and Future Directions. Oxford: Wiley-Blackwell; 2013. p. 191-212.
66. Moncrieff J, Cohen D, Mason JP. The subjective experience of taking antipsychotic medication: a 
content analysis of Internet data. 2009; 120:102–111.
67. Andrews PW, Kornstein SG, Halberstadt LJ, et al. Blue again: perturbational effects of 
antidepressants suggest monoaminergic homeostasis in major depression. Front Psychol. 2011; 
2:159. [PubMed: 21779273] 
68. Wunderink L, Nieboer RM, Wiersma D, et al. Recovery in remitted first-episode psychosis at 7 
years of follow-up of an early dose reduction/discontinuation or maintenance treatment strategy: 
long-term follow-up of a 2-year randomized clinical trial. JAMA Psychiatry. 2013; 70:913–920. 
[PubMed: 23824214] 
69. Lee MJ, Lin PY, Chang YY, et al. Antipsychotics-induced tardive syndrome: a retrospective 
epidemiological study. Clin Neuropharmacol. 2014; 37:111–115. [PubMed: 24992086] 
70. Hollon SD, DeRubeis RJ, Shelton RC, et al. Prevention of relapse following cognitive therapy vs 
medications in moderate to severe depression. Arch Gen Psychiatry. 2005; 62:417–422. [PubMed: 
15809409] 
71. Pilling S, Bebbington P, Kuipers E, et al. Psychological treatments in schizophrenia: I. meta-
analysis of family intervention and cognitive behaviour therapy. 2002; 32:763–782.
Gaudiano et al. Page 16














Changes in depressive symptoms (Quick Inventory of Depressive Symptomatology-
Clinician Rating administered by blind evaluators)
Gaudiano et al. Page 17














Changes in experiential avoidance (Acceptance and Action Questionnaire-II)
Gaudiano et al. Page 18

























Gaudiano et al. Page 19
Table 1








Age (yr) 44.8(16.1) 54.6(17.5)
Education (yr) 14.0(2.9) 14.5(2.2)
Gender (female) 4(67) 3(43)
Ethnicity (Hispanic) 2(33) 0(0)
Marital status (married) 1(17) 3(50)
Income (< $30,000) 3(50) 1(14)
Recruitment site (psychiatric hospital) 6(100) 6(86)
Symptoms
 Hallucinations 5(83) 6(86)
 Delusions 6(100) 3(43)
Primary SCID-I diagnosis
 Major depressive disorder with psychotic features 5(83) 6(86)
 Schizoaffective disorder, depressive type 1(17) 1(14)
 Comorbid psychiatric diagnosis 6(100) 5(71)
Psychotropic medications
 Antidepressant 6(100) 7(100)
 Antipsychotic 6(100) 6(86)
Past suicide attempt 4(67) 4(57)
Previous inpatient hospitalization 3(50) 6(86)
ADAPT = acceptance-based depression and psychosis therapy; EAM = enhanced assessment and monitoring; SCID-I = Structured Clinical 
Interview for DSM-IV Axis I disorders
*
Data missing for 1 patient for some demographic variables.













Gaudiano et al. Page 20
Table 2
Outcome Measures
Measure Pretreatment M(SD) Posttreatment M(SD) Follow-up M(SD) Between-subjects posttreatment effect size*
QIDS-C
 Completers 0.81
  ADAPT 17.2(6.4) 8.2(8.1) 8.0(1.7)
  EAM 19.3(4.5) 15.8(2.6) 15.0(1.4)
 ITT 0.86
  ADAPT 18.0(6.0) 10.5(9.2) 11.8(8.2)
  EAM 19.0(3.3) 16.9(2.3) 16.4(2.1)
BPRS-Psychosis
 Completers 0.06
  ADAPT 13.4(3.3) 8.4(4.1) 6.0(3.5)
  EAM 12.5(4.0) 7.3(2.2) 6.3(1.7)
 ITT 0.29
  ADAPT 13.2(3.0) 9.0(3.9) 7.7(3.3)
  EAM 10.0(4.7) 6.9(2.9) 6.3(2.7)
WHODAS-II
 Completers 1.31
  ADAPT 32.2(4.8) 17.3(9.1) 13.3(3.5)
  EAM 32.5(13.0) 27.8(5.2) 26.8(4.5)
 ITT 0.78
  ADAPT 31.2(5.0) 19.8(8.1) 19.7(7.4)
  EAM 32.4(9.9) 27.9(5.9) 27.3(5.6)
AAQ-II
 Completers 1.14
  ADAPT 36.2(8.5) 29.5(7.7) 21.0(10.5)
  EAM 32.8(4.5) 31.3(8.2) 26.5(3.9)
 ITT 0.64
  ADAPT 35.2(8.0) 29.8(6.0) 27.5(10.5)
  EAM 35.3(8.2) 34.9(9.4) 32.1(9.5)
BADS
 Completers 0.43
  ADAPT 71.5(34.3) 93.5(49.3) 107.0(16.4)
  EAM 68.5(13.5) 81.8(29.6) 86.3(12.9)
 ITT 0.16
  ADAPT 69.8(26.9) 83.3(41.3) 78.3(36.2)
  EAM 64.3(14.2) 75.0(27.1) 77.6(20.7)
ADAPT = acceptance-based depression and psychosis therapy; EAM = enhanced assessment and monitoring; ITT = intent-to-treat sample; QIDS-
C = Quick Inventory of Depressive Symptomatology-Clinician; BPRS-Psychosis = Brief Psychiatric Rating Scale–Psychosis Subscale; WHODAS-
II = World Health Organization Disability Assessment Scale-II; AAQ-II = Acceptance and Action Questionnaire-II; BADS = Behavioral 
Activation in Depression Scale.
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*
Time by treatment between-subjects effect size differences were converted to Cohen’s d effect sizes, with small = 0.20; medium = 0.50; large = 
0.80.57
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